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Occupational Health Psychology: The Convergence of Health and Clinical 
Psychology With Public Health and Preventive Medicine in an 
Organizational Context 


James Campbell Quick 
The University of Texas at Arlington 


Occupational health psychology (OHP) applies psychology in organizational settings for the improve- 
ment of work life, the protection and safety of workers, and the promotion of healthy work. This article 
has three sections, the first of which offers a historical and educational perspective on this emerging field, 
which actually dates to the turn of the past century in America. The second section reviews three 
dimensions in OHP: the work environment, the individual, and the work-family interface. Concepts 
within each dimension are discussed. The third section offers an intervention framework based on the 
public health notions of primary, secondary, and tertiary prevention. 


The term occupational health psychology (OHP) was first used 
by Raymond, Wood, and Patrick (1990) for the interdisciplinary 
specialty emerging from the crossroads of health psychology and 
public health into the organizational context of work environ- 
ments. OHP applies psychology in organizational settings for the 
improvement of work life, the protection and safety of workers, 
and the promotion of healthy work. Healthy work exists where 
people feel good, achieve high performance, and have high levels 
of well-being consistent with the happy/productive worker thesis 
(Staw, 1986; Wright & Cropanzano, 1997). Framed in broad 
interdisciplinary terms, OHP arose in the United States because of 
a need for closer integration between behavioral science, medicine, 
and management to address distress at work (Sauter, Murphy, & 
Hurrell, 1990). OHP is expanding the boundaries of established 
disciplines and integrating related domains of scientific inquiry 
and professional practice. This article has three sections. The first 
gives a historical and educational perspective. The second section 
reviews dimensions and concepts, and the third offers a preventive 
intervention framework. 


OHP: A Historical and Educational Perspective 


Sauter and Hurrell (1999) and Quick, Camara, et al. (1997) 
reviewed the historical roots of OHP from its origins in the early 
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20th century. Quick, Quick, Nelson, and Hurrell (1984/1997) gave 
a historical review of the stress concept from 1900, many elements 
of which are foundations for OHP. In addition, other initiatives 
early in the century drew attention to the importance of broader 
concerns with psychological well-being and mental health in 
America. Both Adolf Meyer at Johns Hopkins and William James 
at Harvard aimed to advance the cause of mental health (then 
known as mental hygiene) throughout the country (Winters, 1952). 
Their attention initially focused on the burden of suffering from 
depression and then broadened to more general issues of psycho- 
logical well-being and mental health. 

The first use of the term preventive management was in Elkind’s 
(1931) collected volume on mental hygiene in industry, which 
applied psychiatry and the mental hygiene national agenda to 
workplace issues of industrial relations, human nature in organi- 
zations, management, and leadership. Laird (1929), founder of 
Industrial Psychology Monthly and director of the Colgate Psy- 
chological Laboratory, took an experimental psychological ap- 
proach in industry, primarily Ford Motor Company. Laird ad- 
vanced the thesis that every executive could become his or her own 
psychologist by enhancing personal development, reducing fa- 
tigue, and improving loyal morale. American Psychological Asso- 
ciation President Hugo Miinsterberg was concerned early in the 
century with industria] accidents and human safety (Offermann & 
Gowing, 1990). More recently, Lowman (1993) offered a clinical 
taxonomy of psychological work-related dysfunctions as a guide 
for diagnosis and treatment. 

Early research and the body of knowledge were translated into 
university-based educational conferences and course offerings in 
the latter decades of the 20th century. Interdisciplinary collabora- 
tion and multidisciplinary approaches are keys to education in 
OHP (Landy, Quick, & Kasl, 1994; Quick, 1988; Quick, Bhagat, 
Dalton, & Quick, 1987; Raymond et al., 1990). Educational pro- 
grams need to be grounded in objective knowledge, self- 
assessment, and skill-based training (Quick, 1990; Quick, Barab, 
et al., 1992; Stoto, Behrens, & Rosemont, 1990; Whetten & 
Cameron, 1998). 
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Some academic education in stress and occupational health is at 
the undergraduate level (e.g., the U.S. Air Force Academy) and 
some at the master’s and doctoral level (e.g., University of Cali- 
fornia, San Francisco; University of California, Irvine; University 
of Nottingham, United Kingdom; Oklahoma State University; The 
University of Texas at Arlington; and Xavier University); in this 
special section, Schneider, Camara, Tetrick, and Stenberg (1999) 
discuss postdoctoral education. For example, the U.S. Air Force 
(USAF) funded a postdoctoral fellow in OHP at Harvard Medical 
School during 1998-1999 (Adkins, 1999). 


Dimensions and Concepts in OHP 


With roots in both the profession of psychology and the public 
health notions of prevention, OHP aims to design, create, and 
maintain healthy work environments. Healthy work environments 
embrace high productivity, high employee satisfaction, good 
safety records, low frequencies of disability claims and union 
grievances, low absenteeism, low turnover, and the absence of 
violence. OHP has three key design dimensions: the work envi- 
ronment, the individual, and the work—family interface. Each de- 
sign dimension includes several key OHP concepts. 


The Work Environment 


The health of a work environment may be influenced by a broad 
range of occupational, psychological, organizational, and work 
design demands or stressors. This broad range of variables in- 
cludes, yet is not limited to, concepts (a) intrinsic to the job and its 
context, such as workload, pace, control, and the physical envi- 
ronment; (b) related to the individual’s organizational role, such as 
role conflict, ambiguity, and person-role conflict; (c) concerned 
with individual career development, such as job security and 
advancement potential; (d) associated with the individual’s work 
relationships, such as social support, participative management, 
and supervisory support; and (e) of an organizational nature (e.g., 
communication, culture, structure). OHP professionals may focus 
within this broad spectrum. For example, Gardell (1987) and 
Theorell and Karasek (1996) emphasized the concept of worker 
control, self-determination, or job decision latitude as an important 
work environment design parameter that affects employee strain 
(distress) and health. Landy et al. (1994) addressed uncertainty and 
conflict as other OHP concepts in healthy work design. 

From a broader perspective, the organization’s climate and 
culture are important concepts in OHP (Rosen, 1986). Chaparral 
Steel Company exhibits a healthy organizational culture that 
places people at the center and treats them as human resources, not 
labor costs. This fact is evidenced by more than 90% of the 
workforce’s participation in corporate sponsored continuing edu- 
cation, over 65% of the workforce’s stock ownership, an employee 
turnover rate of less than 2% per quarter, and an extraordinary 
labor productivity of 1.38 man hours per ton, or 1,100 tons of steel 
per man year. Chaparral cares equally for its people through a safe, 
secure working environment. The company is ranked No. 2 on 
workers’-compensation experience ratings (0.36 compared with an 
industry average of 0.91) by the National Council on Compensa- 
tion Insurance. Chaparral’s lost-time frequency from 1975 to 1995 
was significantly (range = < 1 to 4) better than the steel industry 
average (range = 6 to 15). 


Chaparral Steel espouses a new industrial revolution from man- 
ufacturing (“made by hand”) to mentofacturing (“made by the 
mind”) that is based on a paradigm shift to a work environment 
that emphasizes learning, human development, risk taking, and 
technology transfer (Forward, Beach, Gray, & Quick, 1991). 
Chaparral’s core values are trust and responsibility, risk and curi- 
osity, knowledge and expertise, networking and information ex- 
change, and humor and humility. These values emphasize human 
strength, capability, and competence. 

Chaparral illustrates the sort of anthropocentric, “good work” 
design that places the individual at the center of the work design 
process (Luczek, 1992). Organizations in the service sector also 
espouse similar values. Southwest Airlines is an example of such 
an organization, whose core values are humor, altruism, and peo- 
ple. In the early 1990s, Southwest’s productivity per employee was 
significantly better than the U.S. airline industry average, and 
labor-management relations were better than many of its sister 
airlines, where conflict was at times lethal (Quick, 1992). 


The Individual 


The health of a work environment is similarly influenced by a 
broad range of individual characteristics, such as career stage, age, 
health status, and self-reliance. Beyond designing healthy work 
that is person-oriented and healthy, OHP is concerned with indi- 
viduals in their own right. Specific individual concepts include 
emotion, anger, workaholism, and gender difference predisposi- 
tions. For example, anger can be lethal and exacerbate the expe- 
rience of distress and strain (Spielberger, Krasner, & Solomon, 
1988). Anger places individuals at risk for psychological, inter- 
personal, and medical disorders. At work, anger can turn to vio- 
lence, with psychologically, physically, and organizationally de- 
structive effects (VandenBos & Bulatao, 1996). 

Gender and diversity differences are a second conceptual do- 
main of OHP. For example, men and women experience stress and 
strain differently. Nelson, Quick, and Hitt (1989) found significant 
differences in distress between men and women in the personnel 
profession while at the same time finding only one difference in 
their experience of work-related demands. To be specific, women 
reported significantly more stress associated with organizational 
politics. Furthermore, some research suggests social support is a 
more potent buffer for women, in contrast to control for men. 

Workaholism is a third individual behavior that may have de- 
structive organizational impact. Although healthy work behavior 
results in a wide range of positive outcomes for individuals and 
organizations, patterns of overcommitment to work (i.e., work- 
aholism) may have adverse effects on the individual, the work- 
place, and the family (Lowman, 1993). Porter (1996) showed how 
workaholism is a form of addictive behavior that distorts interper- 
sonal relationships and interferes with organizational operations. 
Thus, workaholism, anger and emotion, and gender are three 
examples in a broad spectrum of important individual differences 
within the domain of OHP. 


The Work-Family Interface 


People live in multiple life arenas, and work environment de- 
mands are not the only ones that affect people’s health. Numerous 
work—family interface variables, such as shift work, flextime, 
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leave policy, day care, elder care, overtime, and dual career issues, 
are highly relevant to the occupational health of people at work. 
Although it may make conceptual sense to partition these various 
elements of a person’s life into different roles, it is difficult to 
avoid spillover effects or interactions (Lobel, 1991). One of the 
more important arenas in a person’s non-work life is the family, 
and the work-family interface has been found to be important in 
understanding a person’s health at work as well as at home 
(Piotrkowski, 1979; Quick, Joplin, Gray, & Cooley, 1993). As 
workforces become more diverse and more women go to work, 
work—family interaction increases. This increase may be especially 
true for two-career family systems. Hence, the individual attribute 
of gender mixes with work-family interface and may create con- 
flict or adverse health outcomes for family members (Frone, Rus- 
sell, & Barnes, 1996). 


Goodness of Fit 


The final design consideration for OHP in designing healthy 
work environments for people is the concern for a goodness of fit 
among the three basic design dimensions of the work environment, 
the individual, and the work-family interface. The concept of 
goodness of fit is an extension of the person—environment fit 
approach to stress examined extensively by Edwards (1996). This 
approach suggests that distress results neither from a problem 
within the work environment, nor within the person, nor within the 
family system. Rather, distress and dysfunction result from a lack 
of goodness of fit, or compatibility, between the various design 
elements. Hence, the best of circumstances is when the individual 
fits well with the work environment and where there is a fit 
between both the individual and the work environment with the 
family system. 


An Intervention Framework for OHP 


Where goodness of fit does not occur or where there are other 
health risks from an OHP perspective, then intervention is neces- 
sary. In this regard, the public health notions of prevention have 
been instrumental in enhancing the health and well-being and 
extending the life expectancy of Americans in the United States 
during the 20th century (as well as of the Chinese and other world 
population groups). First used in addressing the acute and infec- 
tious diseases, these public health notions of prevention are being 
used in the public health battlefield to wage war against the 
chronic and debilitating diseases. These same public health notions 
of prevention were translated into a preventive stress management 


framework by Quick and Quick (Quick, Murphy, & Hurrell, 1992; 
Quick, Quick, et al., 1984/1997) as a basis for intervention (a) to 
alter the demands and stressors employees experience at work 
(primary prevention), (b) to modify the ways in which individuals 
or organizations respond to inevitable or necessary stressors and 
demands (secondary prevention), and (c) to heal the individual or 
organizational distress resulting from traumatic, unanticipated, or 
unavoidable distress (tertiary prevention). The first two principles 
of preventive stress management are as follows (Quick, Quick, et 
al., 1984/1997, pp. 150-151): 

Principle 1: Individual and organizational health are 

interdependent. 

Principle 2: Leaders have a responsibility for individual and 

organizational health. 

These principles call for shared responsibility for healthy work in 
organizations. 

A systematic prevention framework for identifying and applying 
interventions in OHP is proposed in Table 1. The table includes 
two specific intervention examples for each design dimension at 
each level of prevention. The table is not intended as an exhaustive 
table of specific strategies. 


Primary Prevention 


Primary prevention aims to enhance the health of the work 
environment, the individual, or the work—family interface within a 
preventive health management framework (Quick, 1999). An ex- 
ample of primary prevention at the organizational level is illus- 
trated in organizational development initiatives (Adkins, 1999). 
These preventive interventions are essential in military forces in 
Great Britain, Canada, and the United States, each of whom is 
experiencing 30%-40% force drawdowns (Gowing, Kraft, & 
Quick, 1998). The U.S. force drawdown has been implemented 
through base closures and other force reduction strategies. Primary 
prevention aims to enhance the vitality, mission effectiveness, and 
health of the reduced force. Col. Karl O. Moe, chief consultant to 
the USAF surgeon general for clinical psychology, advanced bud- 
ding OHP initiatives by supporting commanders who created 
positions for organizational clinical psychologists, such as Lt. Col. 
Charles Klunder at the San Antonio Air Logistics Center and Maj. 
Dave Arreola at the Sacramento Air Logistics Center, to engage in 
surveillance, preventive intervention, triage, and coordination of 
services. 

Seligman’s (1990) learned optimism intervention is an example 
of primary prevention for individuals. Learned optimism is a 


The individual 


Time management 
Learned optimism 


Physical fitness 
Relaxation training 


Psychotherapy—education 


Work-family interface 


Flextime schedules 
Day care and elder care 


Family and leave policies 
Family support systems 


Health insurances 


Table 1 
An Intervention Framework for Occupational Health Psychology 
Level of 
prevention Work environment 
Primary Job design or redesign 
Organizational culture 
Secondary Social supports 
Team building 
Tertiary Task revision 


Employee assistance programs 


Career counseling 


Counseling with family systems 
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cognitive psychological intervention enabling individuals to re- 
frame demands and stressors they encounter in the work environ- 
ment. Although bad events, such as a poor performance appraisal 
or a denied promotion, are inevitably stressful, a learned optimistic 
response minimizes the distress caused by the event. Thus, framing 
the poor performance appraisal as a temporary speedbump in one’s 
career, with no adverse effect on one’s happy home life or leisure- 
time activities, can reduce the negative affect of the experience. 
The second element in an optimistic response to such a bad event 
is to use the negative feedback to change behavior or attitude so as 
to not repeat the bad event. 

Flextime schedules are an illustration of a primary prevention 
intervention for the work-family interface, especially in dual- 
career families, where family members’ degrees of freedom are 
already constrained. Although both the organization and the family 
have legitimate expectations and claims on an individual’s time, 
attention, and resources, a key source of stress for working family 
members occurs when these expectations are in conflict. Flextime 
schedules afford the individual discretionary latitude to meet the 
legitimate demands of both work and family, achieving a goodness 
of fit for the person in both arenas of life. For example, the 
individual who works early or late creates time to attend a son’s 
piano performance or a daughter’s championship athletic event 
during the midday. 


Secondary Prevention 


Secondary prevention is an alternative when primary prevention 
is not feasible or has done all it can do to create a healthy work. 
Secondary prevention intends to alter how the organizational sys- 
tem, the individual, or the family responds to the inevitable and 
necessary work demands. 

Social supports in the work environment are one secondary 
prevention intervention listed in Table 1. The importance of social 
supports in the work environment might be illustrated in the case 
of the Green Bay Packers professional football franchise, an or- 
ganization that is part of a physically and psychologically stressful 
industry. As Schaap (1997) showed, the organization has a 35-year 
legacy of supportive relationships, which enabled the original 
Packers to dominate their sport during the 1960s, to serve as secure 
and supportive attachments for each other in pursuing challenging 
postfootball careers, and to provide key support for a generation of 
younger club members in the 1990s. 

Relaxation skills are an individual secondary prevention inter- 
vention, and they vary from progressive muscle relaxation to 
medical hypnosis, autogenic training, biofeedback training, and 
momentary relaxation (Quick, Quick, et al., 1984/1997, pp. 231- 
243). Relaxation skills are designed to reverse adverse effects of 
chronic, prolonged, intense, or frequent experience of the stress 
response in an individual. It is unrealistic to expect primary pre- 
vention to eliminate all demands, and stressful or bad events at 
work. Thus, relaxation skills aid the individual in managing inev- 
itable, necessary, unavoidable work demands. For example, auto 
assembly work can be very physically demanding on the large 
muscle groups of the upper body. Individuals who allow those 
muscle groups to carry stress and tension during periods that do 
not require it become more fatigued than those who have the 
capacity for relaxation at the appropriate times in the assembly 
cycle. 


An example of secondary prevention in the work—family inter- 
face comes from the arena of expatriate work and military service 
experiences. Employees who engage in international travel related 
to their work and military members who implement the global 
reach of the military service experience separations from their 
families. Although these employees and military members may 
receive social supports from their work organization or overseas 
customers and comrades, their families left behind often require 
additional support and care to compensate for the missing member. 
Extended family support systems, socially constructed support 
systems (e.g., spouse clubs), and church or synagogue support may 
be used as intervention strategies to care for family members at 
one’s home base. 


Tertiary Prevention 


Primary and secondary prevention interventions are preferred 
because they are designed to preclude problems for individuals, 
the work environment, and the family. However, regardless of 
the best laid plans and actions, distress and strain do occur and may 
require therapeutic and treatment intervention. Tertiary prevention 
intends to aid those in distress, healing the work environment, 
the individual, and the work—family interface. Task revision, 
psychotherapy—education, and counseling with family systems are 
three examples shown in Table 1. 

Task revision is a form of counterrole behavior intended to 
achieve excellent performance in an incorrectly specified role 
(Staw & Boettger, 1990). For example, if the surgeon’s role were 
defined only as one in which surgical procedures are accurately 
and efficiently completed, then any socioemotional caregiving by 
the surgeon would be defined as counterrole behavior. However, 
the surgeon who engages in task revision and adds socioemotional 
caregiving to his or her healing behaviors of performing surgical 
procedures may well achieve excellent performance as a healer 
rather than ordinary good performance (Siegel, 1986). Thus, task 
revision is a work environment intervention requiring people to 
examine the accuracy, completeness, and specification of work 
roles. 

Lowman (1993) offered a wide range of psychotherapeutic, 
counseling, and educational interventions for tertiary prevention 
with individuals experiencing work dysfunctions. His diagnostic 
and intervention example for work-related anxiety is an excellent 
illustration of the importance of goodness of fit. Lowman sug- 
gested that characteristics of the task in the work environment, 
such as the degree of uncertainty in work outcomes and the 
presence of external others, and characteristics of the person, such 
as level of trait anxiety and degree of helplessness, need to be 
considered simultaneously. Thus, the distress may not have its 
origin primarily in the work task or in the individual. Rather, the 
distress may result from a misfit in the characteristics of the work 
task and the person. Tertiary prevention and treatment for individ- 
uals offer a rich opportunity for clinical psychology to contribute 
to the emerging specialty of OHP. 

An example of tertiary prevention and treatment for the work— 
family interface is illustrated in counseling with family systems. 
For example, separation of family members engaged in military 
combat operations may trigger separation anxiety reactions, anger, 
and hostility that require intervention and treatment on the return 
of the family member. The counseling may be done in a unit 
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family support format, crossing psychotherapy and education, or a 
more focused intervention with individual family systems, or a 
combination of the two. Counseling with family systems may also 
lead to some individual psychotherapy where individual issues are 
triggered by family events. 


Conclusion 


OHP is the emerging interdisciplinary specialty at the organi- 
zational intersection where health and clinical psychology con- 
verge with public health and preventive medicine. OHP applies 
psychological principles at work to improve the health of individ- 
uals, work environments, and family systems. While developing an 
emerging focus in the recent past, OHP has a long history in 
psychology, public health, and the behavioral sciences. I have 
provided a brief overview of this history along with an educational 
perspective on teaching OHP and preventive stress management. 
After reviewing the broad range of work environment, individual, 
and work—family interface concepts in OHP, I presented an inter- 
vention framework for OHP based on the public health notions of 
prevention. The purpose of preventive and treatment interventions 
in OHP is to put the best theory, research, and public policy into 
business policy and practice so as to create healthy workplaces in 
which people may produce, serve, grow, and be valued. 


References 


Adkins, J. A. (1999). Promoting organizational health: The evolving prac- 
tice of occupational health psychology. Professional Psychology: Re- 
search and Practice, 30, 129-137. 

Edwards, J. R. (1996). An examination of competing versions of the 
person—environment fit approach to stress. Academy of Management 
Journal, 39, 292-339. 

Elkind, H. B. (Ed.). (1931). Preventive management: Mental hygiene in 
industry. New York: B. C. Forbes. 


Forward, G. E., Beach, D. E., Gray, D. A., & Quick, J. C. (1991). . 


Mentofacturing: A vision for American industrial excellence. Academy 
of Management Executive, 5, 32-44. 

Frone, M. R., Russell, M., & Barnes, G. M. (1996). Work—family conflict, 
gender, and health-related outcomes: A study of employed parents in 

. two community samples. Journal of Occupational Health Psychology, 1, 
57-69. 

Gardell, B. (1987). Efficiency and health hazards in mechanized work. In 
J. C. Quick, R. S. Bhagat, J. E. Dalton, & J. D. Quick (Eds.), Work 
stress: Health care systems in the workplace (pp. 50-71). New York: 
Praeger Scientific. 

Gowing, M. K., Kraft, J., & Quick, J. C. (Eds.). (1998). The new organi- 
zational reality: Downsizing, restructuring, and revitalization. Washing- 
ton, DC: American Psychological Association. 

Laird, D. A. (1929). Psychology and profits. New York: B. C. Forbes. 

Landy, F., Quick, J. C., & Kasl, S. (1994). Work, stress and well-being. 
International Journal of Stress Management, 1, 33-73. 

Lobel, S. A. (1991). Allocation of investment in work and family roles: 
Alternative theories and implications for research. Academy of Manage- 
ment Review, 16, 507-521. 

Lowman, R. L. (1993). Counseling and psychotherapy of work dysfunc- 
tions. Washington, DC: American Psychological Association. 

Luczek, H. (1992). “Good work” design: An ergonomic, industrial engi- 
neering perspective. In J. C. Quick, L: R. Murphy, & J. J. Hurrell, Jr. 
(Eds.), Stress & well-being at work: Assessments and interventions for 
occupational mental health (pp. 96-112). Washington, DC: American 
Psychological Association. 


Nelson, D. L., Quick, J. C., & Hitt, M. A. (1989). Men and women of the 
personnel profession: Some differences and similarities in their stress. 
Stress Medicine, 5, 145-152. 

Offermann, L. R., & Gowing, M. K. (1990). Organizations of the future: 
Changes and challenges. American Psychologist, 45, 95-108. 

Piotrkowski, C. S. (1979). Work and the family system. New York: Free 
Press. 

Porter, G. (1996). The organizational impact of workaholism: Suggestion 
for researching the negative outcomes of excessive work. Journal of 
Occupational Health Psychology, 1, 710-84. 

Quick, J. C. (1988). Stress testimony for the American Psychological 
Association before the U.S. Public Health Service and the Institute of 
Medicine, National Academy of Sciences, on the health objectives for the 
nation, Year 2000. Unpublished manuscript. 

Quick, J. C. (1990). Development of program standards. In A. D. Man- 
gelsdorff (Ed.), Proceedings of the 7th Combat Stress Conference: 
Training for Psychic Trauma (pp. 116-120). San Antonio, TX: U.S. 
Army Health Services Command. 

Quick, J. C. (1992). Crafting an organizational culture: Herb’s hand at 
Southwest Airlines. Organizational Dynamics, 21, 45-56. 

Quick, J. C. (1999). Occupational health psychology: Historical roots and 
future directions. Health Psychology, 18(1), 82-88. 

Quick, J. C., Barab, J., Fielding, J., Hurrell, J. J., Jr., Ivancevich, J. M., 
Mangelsdorff, A. D., Pelletier, K. R., Raymond, J., Smith, D. C., 
Vaccaro, V., & Weiss, S. (1992). Occupational mental health promotion: 
A prevention agenda based on education and treatment. American Jour- 
nal of Health Promotion, 7, 31—44. 

Quick, J. C., Bhagat, R. S., Dalton, J. E., & Quick, J. D. (Eds.). (1987). 
Work stress: Health care systems in the workplace. New York: Praeger. 

Quick, J. C., Camara, W. J., Hurrell, J. J., Jr., Johnson, J. V., Piotrkowski, 
C. S., Sauter, S. L., & Spielberger, C. D. (1997). Introduction and 
historical overview. Journal of Occupational Health Psychology, 2, 3—6. 

Quick, J. C., Joplin, J. R., Gray, D. A., & Cooley, E. C. (1993). The 
occupational life cycle and the family. In L. L’ Abate (Ed.), Handbook of 
developmental family psychology and psychopathology (pp. 157-175). 
New York: Wiley. 

Quick, J. C., Murphy, L. R., & Hurrell, J. J., Jr. (1992). Stress and 
well-being at work: Assessments and interventions for occupational 
mental health. Washington, DC: American Psychological Association. 

Quick, J. C., Quick, J. D., Nelson, D. L., & Hurrell, J. J., Jr. (1997). 
Preventive stress management in organizations. Washington, DC: 
American Psychological Association. (Original work published 1984) 

Raymond, J. S., Wood, D. W., & Patrick, W. D. (1990). Psychology 
training in work and health. American Psychologist, 45, 1159~1161. 

Rosen, R. H. (1986). Healthy companies. New York: American Manage- 
ment Association. 

Sauter, S. L., & Hurrell, J. J., Jr. (1999). Occupational health psychology: 
Origins, content, and direction. Professional Psychology: Research and 
Practice, 30, 117-122. 

Sauter, S. L., Murphy, L. R., & Hurrell, J. J. (1990). Prevention of 
work-related psychological distress: A national strategy proposed by the 
National Institute of Occupational Safety and Health. American Psychol- 
ogist, 45, 1146-1158. 

Schaap, D. (1997). Green Bay replay: The Packers return to glory. New 
York: Avon. 

Schneider, D. L., Camara, W. J., Tetrick, L. E., & Stenberg, C. R. (1999). 
Training in occupational health psychology: Initial efforts and alterna- 
tive models. Professional Psychology: Research and Practice, 30, 138- 
142. 

Seligman, M. E. P. (1990). Learned optimism. New York: Knopf. 

Siegel, B. S. (1986). Love, medicine, and miracles. New York: Harper & 
Row. 

Spielberger, C. D., Krasner, S. S., & Solomon, E. P. (1988). The experi- 
ence, expression, and control of anger. In M. P. Janisse (Ed.), Health 


This document is copyrighted by the American Psychological Association or one of its allied publishers. 
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. 


128 QUICK 


psychology: Individual differences and stress (pp. 89-108). New York: 
Springer-Verlag. 
Staw, B. M. (1986). Organizational psychology and the pursuit of the happy/ 
productive worker. California Management Review, XXVIII, 40-53. 
Staw, B. M., & Boettger, R. D. (1990). Task revision: A neglected form of 
work performance. Academy of Management Journal, 33, 534-559. 
Stoto, M. A., Behrens, R., & Rosemont, C. (1990). Healthy people 2000: 
Citizens chart the course. Washington, DC: National Academy Press. 
Theorell, T., & Karasek, R. (1996). Psychosocial work environment and 
coronary heart disease: The role of the individual’s possibility to control 
working conditions. Journal of Occupational Health Psychology, 1, 9-26. 
VandenBos, G. R., & Bulatao, E. Q. (1996). Violence on the job: Identi- 
fying risks and developing solutions. Washington, DC: American Psy- 
chological Association. 


Whetton, D. A., & Cameron, K. S. (1998). Developing management skills: 
Managing stress (4th ed.), Reading, MA: Addison-Wesley. 

Winters, E. E. (Ed.). (1952). The collected papers of Adolf Meyer: Vol. IV. 
Mental hygiene. Baltimore: Johns Hopkins University Press. 

Wright, T. A., & Cropanzano, R. (1997). Well-being, satisfaction and 
job performance: Another look at the happy/productive worker the- 
sis. In L. N. Dosier & J. B. Keys (Eds.), Academy of management 
best paper proceedings (pp. 364-368). Statesboro, GA: Georgia 
Southern. 


Received June 16, 1996 
Revision received September 4, 1997 
Accepted October 6, 1998 m 


{F AMERICAN PSYCHOLOGICAL ASSOCIATION 
SUBSCRIPTION CLAIMS INFORMATION 


Today's Date: 


We provide this form to assist members, institutions, and nonmember individuals with any subscription problems. With the 
appropriate information we can begin aresolution. If you use the services of an agent, please do NOT duplicate claims through 
them and directly to us. PLEASE PRINT CLEARLY AND IN INK IF POSSIBLE. 


PRINT FULL NAME OR KEY NAME OF INSTITUTION 


YOUR NAME AND PHONE NUMBER 


TITLE 


VOLUME OR YEAR 


MEMBER OR CUSTOMER NUMBER (MAY BE FOUND ON ANY PASTISSUE LABEL) 


DATE YOUR ORDER WAS MAILED (OR PHONED) 


PREPAID ___CHECK ____ CHARGE 
CCHECK/CARD CLEARED DATE: 


(If possible, send a copy, front and back, of your cancelled check to help us in our research 
of your claim.) 


ISSUES: ___ MISSING ___ DAMAGED 


NUMBER OR MONTH 


Thank you. Once a claim is received and resolved, delivery of replacement issues routinely takes 4-6 weeks. 
(TO BE FILLED OUT BY APA STAFF) 


DATE RECEIVED: 
ACTION TAKEN: 
STAFF NAME: 


DATE OF ACTION: 
INV. NO. & DATE: 
LABEL NO. & DATE: 


Send this form to APA Subscription Claims, 750 First Street, NE, Washington, DC 20002-4242 


PLEASE DO NOT REMOVE. A PHOTOCOPY MAY BE USED. 


